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GseseseseseSeUrew years ago it would have been much easier for me 

to speak about the indications of psychoanalytic therapy. 

In the last five years one of my main interests has been 

to inquire into the possibility of applying the dynamic 
ri 4 principles of psychoanalysis to therapy in a more flexible 
manner than is customary in the standard psychoanalytic procedure. 
In the Chicago Psychoanalytic Institute our Staff has attacked this 
problem by trying to adapt the psychoanalytic technique to the dif- 
ferent types of patients. As long as the psychoanalytic procedure is 
considered as a standard procedure the question of indications is a re- 
latively simple one. The problem is, then, to select those patients who 
fit the technique. In the field of therapy such a state of affairs is not 
a satisfactory one. There are very few examples in medicine in which 
the therapeutic tool is fixed rigidly and the patients are selected to fit 
the tool. The logic of the therapeutic situation requires the opposite 
approach. The patients’ ailments are different, and the patients them- 


* Read at the Stated Meeting of The New York Academy of Med'cine, February 3, 1944. 
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selves, their constitution, physical and psychological make-up vary 
considerably; the physician’s task is, after making a diagnosis, to choose 
a therapy which is suitable for the specific case. In our field for a long 
period, in fact, until very recently, the situation was the opposite. 
There was a highly refined instrument, the psychoanalytic therapy, a 
highly standardized method which the psychoanalyst had learned to 
handle in a three to four years’ curriculum after his graduation and one 
year psychiatric internship. Most psychiatrists, after learning this 
method, specialized themselves in the exclusive use of this one standard 
technique. If he was a man of sound judgment the psychoanalytic prac- 
titioner carefully selected those patients who were suitable for the tech- 
nique which he had learned to handle. Only a minority tried to adapt 
the procedure according to the different types of cases. ‘Those patients 
who did not need this prolonged and intensive form of psychotherapy, 
as well as those who were, in a sense, too sick to be treated this way, 
were usually referred to other colleagues. The nature of psychoanalytic 
practice favored this attitude. According to the standard technique 
patients are seen five to six times a week for a 50 to 60 minutes’ inter- 
view. After a psychoanalytic practitioner has filled his time with seven 
to nine daily patients he is scarcely in a position to treat patients with 
techniques which require other time arrangements. If he has a free 
hour he will be inclined to fill it with another patient who requires the 
same kind of approach. Therefore, a great number of psychoanalysts 
of the old school had little opportunity or inclination to utilize their 
theoretical knowledge of psychodynamics for experimenting with other 
technical procedures. 

As is well known, the expression psychoanalysis applies to three 
different things: (1) it is a psychodynamic theory of personality and 
its disturbances, (2) a method of investigation, and (3) a therapeutic 
procedure. For a number of reasons the therapeutic procedure and 
the method of investigation have remained practically identical for a 
long period. In the past this coincidence of the method of therapy 
with that of research had valid reasons. The essence of psychoanalytic 
therapy is to bring into the patient’s consciousness, emotions and mo- 
tivations of which he is not aware, or in other words, to extend the 
patient’s conscious control over his behavior. This requires a thorough 
knowledge of the patient’s personality structure, both on the part of 
the therapist and the patient. In this sense the patient’s therapeutic needs 
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coincide with the analyst’s investigative aim. This explains why for 
such a long time psychoanalytic therapy and psychoanalytic research 
could be carried out by the same method, the analytic treatment of 
patients. 

No etiologically oriented therapy can be developed without a thor- 
ough knowledge of the causes and nature of the disease. Freud attacked 
a practically unknown territory. In order to develop a sound therapeu- 
tic procedure which is not based on mere empiricism he had to explore 
the nature of neurotic disturbances and that required a knowledge of 
the dynamic structure of the total personality. The fact that he could 
utilize for therapeutic purposes a method which at the same time was 
a method of investigation accounts for the fact that psychoanalytic 
therapy and theory have developed hand in hand and that an originally 
modest therapeutic aim has led to the foundations of a new discipline, a 
dynamic theory of personality. The price for this great initial advan- 
tage we had to pay much later. Freud’s main interest was, of necessity, 
investigative. We inherited his highly developed and standardized 
technique in the shaping of which his investigative interest played such 
an important role and continued to utilize it in the same manner for 
almost 40 years. We must admit that our field has lacked flexibility in 
therapeutic orientation. As long as one knew so little about the patho- 
genesis and pathology of neurotic disturbances it was justifiable, de- 
sirable, and unavoidable to study each case in extenso: each patient was 
at the same time a subject of research. With the advancement of our 
knowledge the time has now come when we can utilize sound gener- 
alizations and well established principles for a more direct and economic 
therapeutic procedure. 

Since I have been using the principles of psychoanalysis more flex- 
ibly in my treatments, I can no longer answer the question, “In which 
cases is psychoanalysis indicated?,” without certain qualifications. To- 
day this question sounds to me almost like asking, “In which case is 
surgery indicated?” Obviously the answer is not very satisfactory with- 
out telling which type of surgery. The removal of a foreign body, the 
cleaning, dressing and suture of a superficial wound, and laparotomy, 
are all surgical procedures based on the knowledge of anatomy, physi- 
ology and bacteriology. I believe we are now entering a similar stage 
in psychiatry. We can no longer consider the psychoanalytic technique 
as something fundamentally different from other psychotherapeutic 
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procedures that are based on the dynamic knowledge of the human 
personality. 

‘To state all this more concretely, let us compare two types of cases. 
The first is a fairly well-adjusted soldier in his 20’s, who has never 
manifested before any chronic personality disorder, and who, after 
having been exposed to extreme strains in combatant service, develops 
a traumatic neurosis manifesting itself primarily by psychosomatic 
symptoms. This soldier will obviously require a radically different 
therapy from that suitable for a man of the same age who was a prob- 
lem child, and in early adolescence had developed obsessional and com- 
pulsive symptoms, and who was unable to complete his university 
studies because of his incapacitating obsessional states which were com- 
bined with rituals consuming the major part of his day. The common 
feature of the psychotherapeutic approach to these two cases will be 
only that the procedure must be based on the psychodynamic know- 
ledge of the disturbance. Moreover, the psychotherapist will have to 
understand not only the nature of the case but also the dangers which 
his therapeutic procedure entails. He must be well acquainted with the 
theory of transference and resistance and also with the pathogenesis 
and pathology of emotional disturbances. Then it is a secondary con- 
sideration whether he should see the patient six times a week for an 
hour, having him on the couch and using the method of free associa- 
tion, or see him three or four times all together, or treat him once or 
twice weekly in face to face interviews. In the Chicago Psychoanalytic 
Institute, for example, we may see the patient for awhile in daily in- 
terviews using the method of free association and later switch to less 
frequent interviews, exchanging the couch with the chair. In other 
cases the opposite sequence might be indicated. We may begin by see- 
ing the patient in infrequent interviews, changing gradually to the 
method of free association on the couch in more frequent interviews. 

You will now appreciate my previous statement concerning the 
difficulties of discussing the indications for psychoanalytic therapy in 
a restricted sense. In order to answer this question one must at first 
clearly define what is psychoanalytic therapy. The answer will depend 
upon the nature of the definition; whether one defines psychoanalysis 
by such external criteria as the frequency of interviews, the utilization 
of the couch, and the method of free association, or one defines it by 
more essential criteria: as a therapy which utilizes the phenomena of 
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transference and resistance to increase the patient’s ability to find ego- 
syntonic gratification for his subjective needs. 

I have come to the conclusion that this therapeutic aim can be 
achieved by the use of different therapeutic techniques. In psycho- 
analysis it is customary to distinguish three therapeutic factors: abre- 
action, insight, and working through. By abreaction is meant a dis- 
charge of repressed emotions. This becomes possible in the permissive 
atmosphere of the psychoanalytic sessions, the therapist’s attitude being 
only understanding and not judging. Mobilization of repressed emo- 
tions in itself, without insight, however, has only a limited temporary 
therapeutic value. On the other hand the emotional discharge, if it 
does not exceed a certain intensity, makes insight possible, since the 
freely expressed emotions are now exposed to the integrative faculties 
of the conscious mind. Too intensive emotions are not favorable, for 
intellectual grasp is impossible when emotions run wild. The right 
combination of emotional experience and insight is the essence of psy- 
choanalytic therapy. Working through refers to the deepening of this 
insight by bringing the uncovered material in connection with the rest 
of the conscious mental content, with the patient’s past and present ex- 
periences. It is then a secondary question which technical devices 
should be utilized to bring about emotional discharge, insight, and a 
thorough digestion of the uncovered unconscious material. Whether 
the emotional discharge takes place on. the couch while using the 
method of free association or in a directed conversation between patient 
and therapist sitting face to face, or whether it takes place outside of 
the analytical interviews in actual life situations while the patient is 
under the influence of the psychoanalytical interviews, all these are 
technical details to be decided according to the individual nature of the 
case. In certain cases it is imperative that the emotional discharge and 
insight take place very gradually, in small quantities in daily interviews; 
with other patients whose integrative power is greater, emotionally 
highly-charged but infrequent interviews are possible or even prefer- 
able. All this depends upon the patient and the phase of the therapeutic 
procedure. 

It is important to recognize that not even the standard psychoan- 
alytic therapy consists merely in free associations and interpretations. 
The course of associations is occasionally interrupted by directed con- 
versation and the emotional discharge takes place not only on the couch 
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but also at home, in the country club, and in the office. Furthermore, 
the integrative process is by no means the sole accomplishment of the 
psychoanalytic interpretations, just as little as the growing together of 
the two surfaces of a surgical incision is the accomplishment of the 
surgeon. [he ego’s natural function is that of integration and the psy- 
choanalyst merely supports this natural synthetic function of the ego. 
As the surgeon’s function is to create the best conditions for the wound 
to heal, so does the psychoanalyst by proper management of the trans- 
ference and resistance create the most favorable conditions for the 
native integrative functions of the ego. 

Modern psychoanalytic therapy as we use it in the Chicago Psycho- 
analytic Institute has added to the inventory of the well-known techni- 
cal devices, the manipulation of the frequency of interviews, changing 
from the face to face interview to the couch and vice versa, inter- 
ruptions of longer or shorter duration and the combination of psycho- 
therapy with drug and dietary treatment. The technical devices will 
probably still increase; the fundamental principle, however, remains 
the same: To create conditions which favor the ego’s synthetic powers. 

The question for indication can be only answered adequately from 
this perspective. When a patient consults us we do not accept him 
for any specific method of psychotherapy, whether it be daily inter- 
views on the couch for a year or weekly consultations over a definite 
period of time, or only two or three interviews all together. The 
choice of the specific procedure will be based upon diagnostic opinion 
and not even after the initial diagnostic appraisal can we decide in 
advance what technique will be used in a later phase of the treatment. 
As I now practice psychoanalysis it is exceptional that I use the one 
and the same technique from the first to the last day of the therapy. I 
have completely discarded the idea that psychoanalytic therapy consists 
rigidly in daily interviews on the couch and in using the method of free 
association all the time. If that is what is meant by psychoanalysis I 
cannot answer the question of indication at all because at the begin- 
ning of a treatment and even for some time after I have undertaken 
the treatment of a patient I do not yet know how nor when I may 
change my technique. Much depends upon the patient’s progress and 
occurrences during the treatment, which cannot be predicted. 

Every form of psychotherapy must be based on a sound knowledge 
of psychodynamic principles. With this qualification in mind one can 
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well distinguish two types of psychotherapy, one primarily supportive 
therapy and one aiming at insight; that is to say, an uncovering type of 
psychotherapy. In cases in which the ideal aim of psychotherapy, 
namely, to extend the synthetic functions of the ego over repressed 
impulses, must be abandoned on account of a constitutional or acquired 
weakness of the ego, supportive therapy is indicated. This consists 
mainly of aiding the ego’s spontaneous defense mechanisms and in satis- 
fying the patient’s need for assistance by actual guidance. Inferiority 
feelings are not traced back to their origin but are combated with re- 
assurance; anxiety is relieved through assuming a protective role; guilt 
feelings are not explained but relieved by permissive attitudes. The 
effect of such a supportive approach is limited and it requires a con- 
tinuous, although not necessarily frequent, contact with the patient; in 
a sense it is interminable. Apart from the patients with an underde- 
veloped ego there is another group on the opposite end of the scale 
which also can be helped by merely supportive measures. I mean pre- 
viously well-adjusted patients who are suffering from an acute neurotic 
disturbance which developed under the pressure of unusually difficult 
external conditions. 

Under the weight of evidence offered by the facts of experimental 
neurosis of animals, and even more by the experiences of war psychi- 
atry, we will have to discard the traditional view that a neurosis is a 
condition which etiologically always goes back, if not to constitution, 
at least to infantile experiences. Instead we will have to accept a more 
relativistic concept of neurosis. Psychoneurosis consists in a failure of 
the ego to deal with a given situation, that is to say, in a failure of its 
basic function to find gratification for subjective needs under the given 
circumstances. In chronic cases the functional capacity of the ego may 
be impaired constitutionally or as a result of traumatic experiences of 
childhood. In acute cases a well functioning ego may break down under 
extraordinary difficulties with which to cope is beyond the person’s abil- 
ity. In any case the failure of the ego is dependent upon the relation 
of its functional capacity to the difficulty of the problem which it has 
to face. Accordingly, every person may potentially develop an acute 
neurotic state when exposed to difficulties beyond his powers of adapt- 
ation. There are numerous acute neurotic states occurring in persons 
with an ego which in the past always functioned well and performed 
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its tasks successfully.* However, under the presscre of unusual traum- 
atic conditions which appear either utterly hopeless or create acute 
anxiety, the ego’s synthetic capacity diminishes. In these cases the 
patient’s confidence in the therapist, the emotional support which he 
receives from the interviews, may reduce the anxiety or hopelessness 
and restore the ego’s efficiency which was temporarily reduced under 
the influence of paralyzing emotions. 

The treatment of many acute cases of war neurosis may well illus- 
trate this point. In such cases there is often no need for extensive in- 
terpretative work. The reassuring contact with the physician may re- 
store the ego’s functions which were impaired temporarily under the 
influence of anxiety or discouragement. In contrast to such supportive 
measures we may define psychoanalytic therapy as all the uncovering 
types of procedure which aim at inviting unconscious material into 
consciousness and then helping the patient through interpretative work 
to bring these newly won psychodynamic quantities into harmony with 
the rest of his personality. As has been stated before, this therapeutic 
aim can be achieved by different techniques which, however, always 


consist in a right combination of emotional discharge, insight, and in- 
tegration. The standard psychoanalytic technique is only one of the 
various uncovering procedures. It must be emphasized, however, that 
it contains all the therapeutic factors known at present and other un- 
covering techniques differ from it only in quantitative aspects such 
as the frequency of interviews, interruptions, and the extent to which 


* Freud, in his original etiological formulation, expressed the same view. According 
to this formulation in the causation of neurosis, constitution and infantile experiences 
on the one hand and traumatic experiences of later life (frustrations) on the other 
stand in a complementary relationship to each other. “For the consideration of the 
causes of neuroses, we may arrange neurotic diseases in a series, in which two factors, 
sexual constitution and experience, or, if you wish, libido-fixation and self-denial, are 
represented in such a way that one increases as the other decreases. At one end of 
the series are the extreme cases, of which you can say with full conviction: These 
persons would have become ill because of the peculiar development of their libido, 
no matter what they might have experienced, no matter how gently life might have 
treated them. At the other end are cases which would call forth the reversed judg- 
ment, that the patients would undoubtedly have escaped illness if life had not thrust 
certain conditions upon them. But in the intermediate cases of the series, predisposing 
sexual constitution and subversive demands of life combine.” . . . “Within this series 
I may grant a certain preponderance to the weight carried by the predisposing fac- 
tors, but this admission, too, depends upon the boundaries within which you wish to 
delimit nervousness.” (“A General Introduction to Psychoanalysis,” Prof. Sigmund 
Freud, LL.D.; New York: Boni & Liveright, Inc., 1920; p. 301). Since psychoanalysis 
mainly dealt with chronic cases the significance of this formulation has been gradu- 
ally forgotten and the universality of infantile neurosis as the etiologically important 
factor in every neurosis has been postulated. ‘This is, however, obviously contrary 
to Freud’s original formulations, which recently in cases of acute war neurosis found 
an impressive verification. (See also pp. 314-315, loc. cit.). 
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free association or directed interviews are used. If we want to reserve 
the expression psychoanalysis for the standard technique, we may call 
these briefer techniques analytically oriented psychotherapy. I would, 
however, be inclined to extend the definition of psychoanalysis to all 
uncovering procedures which are based on the combination of emo- 
tional discharge, insight, and integration of the newly uncovered ma- 
terial. It does not seem advisable to classify psychotherapeutic tech- 
niques according to such details as the frequency of the interviews, and 
the duration of the treatment. The important criteria are the psycholo- 
gical processes on which the therapy is based. 

In all those cases in which we have reason to believe that the patient’s 
ego will not be able to withstand the uncovering type of approach, all 
forms of uncovering technique are contraindicated. In other cases a 
combination of uncovering and supportive techniques may be applied. 
The decision concerning frequency of interviews and other technical 
details can be best made during the treatment. In general, in chronic 
cases more frequent interviews are indicated and it is advisable to count 
on a long analysis. The frequency of the interviews and interruptions, 
however, do not depend entirely upon the severity of the case. A 
strong, dependent type of transference often can be made fully con- 
scious only by reducing the frequency of the interviews or even by the 
help of shorter or longer interruptions. A radical reduction of the fre- 
quency of interviews is often indicated in that typical phase of an an- 
alysis in which the emotional gratification derived from the interviews 
begins to outweigh the patient’s desire for recovery. In the majority 
of analyses such a phase occurs sooner or later. 

For the choice of a suitable technique the estimation of the func- 
tional efficiency of the ego is of paramount importance. An indispens- 
able guide in forming such an opinion is the study of the patient’s life 
history; that is to say, a review of past performances. However, the 
presence or absence of neurotic states in the history in itself does not 
reliably indicate the ego’s functional efficiency. Following the relativ- 
istic concept of neurosis it is important to consider the external difh- 
culties under which the past neurotic failures took place. As has been 
stressed before, under extreme difficulties even a well functioning ego 
may crack. Consequently, a history of repeated or chronic neurotic 
conditions under relatively favorable external circumstances is indi- 
cative of a severe ego disturbance; the same type of neurotic states, if 
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provoked by extremely traumatic conditions, may not be the signs of 
a very weak ego. 

Apart from a careful evaluation of the past history, the Rorschach 
test is claimed to give valuable leads for the estimation of the ego’s in- 
tegrative capacity. I do not feel competent to discuss the validity of 
this claim. 

A third and particularly helpful method consists in giving careful 
trial interpretations as early as possible. The patient’s reaction to such 
initial interpretations is the best guide in evaluating the patient’s capa- 
city for insight as well as the character and the extent of his resistance 
and future coéperation. Let me illustrate this method by an example. 

A business man nearly 60 years old consulted me on account of a 
street phobia which prevented him from going to his office down town. 
He came with his wife, who stayed in the waiting room during the 
consultation. He lived in a suburb and had no difficulty in walking in 
his garden or nearby streets, but he dared to go down town only when 
accompanied by his wife. At the beginning of his illness he occasional- 
ly went to his office but gradually stopped going and would not leave 
his garden. He had two younger partners with whom he had an agree- 
ment that his income would not change even though he no longer ac- 
tively participated in the management of the business. 

In the first interview, which turned out to be the last one, he ex- 
plained to me that his street phobia followed as the aftermath of an 
acute condition which he cal!ed a sun stroke. Apparently he took a 
sun bath in his garden and developed an acute dermatitis which lasted 
for a few days. He expressed great concern over the fact that on ac- 
count of his present condition he was compelled to neglect his busi- 
ness. When I asked him about the details of his contract, after some 
hedging he told me that his income was secured independently of his 
activities in the office. Then I expressed my admiration for such an 
advantageous arrangement but he did not share in the least my admir- 
ation and stressed the fact that he had no great confidence in his 
younger partners’ ability to carry on the business successfully with- 
out his help. I asked him to tell me in detail his reasons for not trusting 
his partners’ ability. He became very defensive and involved himself 
in all kinds of contradictions. As the consultation went on it became 
more and more obvious that in the last few years the ageing patient was 
no longer able to participate as intensively as before in the company’s 
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affairs. Apparently in former years he had been a capable executive 
but now he could no longer keep pace with his younger partners. It 
was not difficult to reconstruct the actual situation among the three 
partners. The two younger ones tried tactfully to make the patient un- 
derstand that the interest of all of them would be best served if the 
patient retired and that they did not mind in the least if he continued 
to draw the same income as before. All this transpired clearly from our 
conversation although the patient himself did not realize the situation. 
He was completely unable to accept the unalterable fact that his mental 
and physical powers were steadily declining and he was no longer 
able to contribute as much as his younger partners. The phobia which 
he could explain on a physical basis as the result of a sun stroke and as 
a passing condition gave him an escape from admitting to himself his 
progressive decline. His was by no means a senile or even pre-senile 
condition. But his relation to his younger partners radically changed; 
he was no longer their leader, not even their equal. He persuaded him- 
self that he was staying away from business not because he was unable 
to face his changed status in relation to his partners but because of a 
temporary sickness. Actually he was now dependent upon his two 
partners; he displaced this actual dependence with a neurotic depend- 
ence upon his wife. He regressed to the infantile form of helplessness, 
to that old insecurity which he experienced when he first had to walk 
alone on the street. Of course the meaning of this regression as a return 
to infantile insecurity was unknown to him and therefore, the phobia 
could save him facing his actual dependence and the unalterable fact 
of ageing with all the conflicts connected with it. Obviously this neu- 
rosis was a good bargain. He exchanged a greater evil for a lesser one. 
It was easier for him to suffer from a phobia thar. to admit that he 
must cede his place to the youth. After having understood this emo- 
tional situation I hardly could hope to cure his condition. What com- 
pensation could I have offered him for depriving him of the alibi of 
sickness? Financially he was secure and going to his office was for him 
merely a question of prestige. Giving up his phobia would have neces- 
sitated admitting the fact that he was becoming more and more incom- 
petent. Accepting ageing is, of course, a universal problem of every- 
one but in his case this universal problem was aggravated by a number 
of circumstances. He had to admit not only his decline but on account 
of his contract also that he had become a parasite; that he, the former 
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leader, had become a nuisance in the office. The street phobia resolved 
all these problems. He was sick and therefore entitled to have his rev- 
enue without losing face. 

There were still other factors which contributed to his emotional 
impasse. A person who, during his past life, has learned the art of 
leisure and has developed creative interests which do not require the 
same intensive activity as business, or who has learned in the past to 
enjoy contemplation, will accept old age easier than a man of action 
who spent his life exclusively in a race for prestige. What I learned 
about the patient’s past did not offer much hope in these respects. He 
was a self made man with limited interests who had fought his way from 
poverty to financial success. His self esteem was based exclusively on 
his accomplishments as a business man. 

Unquestionably we deal here with imponderables. We do not have 
a scale in psychiatry, hence the precise evaluation of quantitative fac- 
tors is not possible. However, trial interpretations may give us an ap- 
proximate idea about the intensity of the resistance and allow a more 
realistic estimation of the therapeutic chances. I cautiously began to 


explain to the patient that his phobia had an emotional and not a physi- 
cal origin. | immediately met with a massive resistance. He was con- 


vinced that the whole condition was a result of his sun stroke. Here I 
did not get even to the first base so I let up another “trial balloon.” I 
proceeded to intimate tactfully that he might misjudge his partners’ 
ability to conduct the business without his help. He was adamant in 
his opinion. Then I began to approach him from another angle and 
discuss with him the emotional difficulties of retirement in general. | 
said to him that often a person does not want to realize that he has 
outgrown his usefulness. The patient became markedly restless. I con- 
tinued to tell him how difficult it is to cede one’s place to the youth. 
| added that I was somewhat doubtful concerning the validity of his 
criticism of his partners. I called his attention to the fact that his state- 
ments concerning them were quite contradictory. The more I tried 
the clearer it became that no matter how tactfully I proceeded it would 
be impossible to make him see the unpleasant truth. Why should he 
not retire believing that he is indispensable instead of realizing that his 
partners considered him a nuisance? Oscar Wilde said once: “If you 
tell the truth eventually you will be found out.” I preferred to be 
found out right away and I[ told him the truth as tactfully as possible; 
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namely, that he could not face the change in his life situation, the fact 
that formerly he was the leader of his younger partners and now they 
wanted to get rid of him. I emphasized the universality of this experi- 
ence and ended by saying that he had done his share in life and why 
could he not now retire and enjoy his old age in quiet? When I was 
through with my appeal the patient jumped up from the chair and in a 
shrill voice called out to his wife in the waiting room, “Mama, let us 
go home!” The wife came in, took the old gentleman by his hand and 
they departed. 

I never heard from him again but his wife telephoned me a few 
days later that her husband did not mention any more going down 
to the office. I think I saved the patient a long analysis and myself a 
therapeutic failure. Would the patient have shown a somewhat less 
massive resistance after my first interpretation I would have changed 
my whole strategy. 

In the case of a 66 year old business man who developed chronic 
alcoholism and spastic colitis after his retirement, my initial trial in- 
terpretations concerning similar emotional difficulties of retirement, in- 
volving hurt prestige, and envy of the youth, were met with consider- 
able understanding and did not in the least deter the patient from con- 
tinuing the treatment. I saw him at first twice, later once every week. 
After thirty interviews the treatment was successfully terminated. 

There were various factors which made this patient more accessible 
for therapy. He was not exposed to such an humiliating change in his 
role as a business man as the first patient, his retirement did not hurt 
his pride to the same extent because his prestige was not as closely con- 
nected with his position and had a broader basis. Furthermore, his wife 
had a fine understanding for his emotional problems and had a less 
conventional outlook than the patient himself. This was a great help 
in the therapeutic task to bring about a reorientation and changing the 
patient’s previous prestige values. All these factors, of course, could 
not be appraised in the initial interviews. However, the fact alone that 
this patient did not shy away from the first trial interpretations but 
without accepting them right away was at least capable of considering 
them with an open mind and a constructive curiosity was a reliable in- 
dicator of a good therapeutic chance. 

In dealing with the problem of indication it is important to bear 
in mind that when significant internal and external factors are un- 
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changeable the best solution in some cases may be a neurosis. The pa- 
tient’s reactions to initial trial interpretations are often helpful in dis- 
covering these cases right at the very beginning. 


SUMMARY 


Every psychotherapy should be based on sound psychodynamic 
principles and the understanding of the specific structure of each in- 
dividual case. One can differentiate between two types of psycho- 
therapy, supportive and uncovering therapy. All uncovering therapeu- 
tic procedures are based on the same principles as the standard psycho- 
analytic technique; on the right combination of emotional discharge, 
insight, and integration of the uncovered material. The variations are 
of a quantitative nature concerning frequency and the number of in- 
terviews, interruptions and the extent to which free association, or more 
directed interviews are used. The variations of the technique are ap- 
plied according to the psychodynamic situations as they evolve in the 
course of the treatment. The criteria for the initial choice of technique 
are derived from observations revealing the degree of the ego’s func- 
tional efficiency. Among these observations the most important ones are 
supplied by the past performances of the ego as revealed in the life 
history. The patient’s reactions to initial trial interpretations are of 
great value in the evaluation of the intensity of the patient’s resistance, 
his future coéperation, and of the chances of the treatment. 
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SOME PSYCHOSOMATIC AND THERA- 
PEUTIC ASPECTS OF WAR NEUROSES* 


Paut H. Hocu 


Assistant Clinical Psychiatrist, New York State Psychiatric Institute and Hospital 


Gsesesesesesedy ys obvious, as we study a varied case material and the 
literature reports, that we can divide the war neuroses 
[ into acute cases and chronic ones. The acute cases show 
a different symptomatology than those which run a pro- 
G f longed course. The acute cases of war neuroses can 
again be roughly divided into two groups: Those cases in which a 
neurosis develops suddenly, and those in which it develops rather 
slowly. There are naturally no clearly-defined boundary lines. Never- 
theless, in the majority of the cases the above-mentioned classification 
can be employed. The acute cases of war neuroses show different 
clinical pictures. We encounter four main groups: First, the fatigue 
and exhaustion states; second, the anxiety types; third, the obsessive 
compulsives; and fourth, the cases which display primarily a psycho- 
somatic syndrome as, for instance, gastric ulcer, asthma, etc. Regard- 
less of the clinical symptomatology we see a common reaction in all 
of them. The slowly developing cases only show in a more protracted 
way the manifestations which the acute shock cases display suddenly. 
In a previous publication I described that emotional tension has a 
tremendous impact on the self-government of the individual. It collapses 
totally or partially, and is replaced by a state of anarchy, which dis- 
organizes the normal balance of excitation and inhibition in the organ- 
ism. The disintegration of self-government manifests itself in three 
different ways: in an emotional storm, in a motility storm, and in a 
vegetative storm. In other words, the patient shows signs of anxiety, 
terror, amnesia, confusion, hyper- or hypomotility, immobilization or 
trembling, and, what is very important, the vegetative nervous system 
is practically always involved, showing an alteration in the sleep func- 
tion, increased perspiration, changes in the regulative mechanisms of 
the heart, bowels, etc. 


* Read December 14, 1943 at the joint meeting of The New York Neurological Society and the 
Section of Neurology and Psychiatry of The New York Academy of Medicine. 
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We emphasized that this phase of the war neuroses subsides in a 
majority of the cases, if the patient receives proper rest, food and seda- 
tion, and if he is removed from the danger zone. These states, which 
are very similar to the old fatigue or exhaustion states, encountered 
following a marked emotional upset or after a debilitating physical 
disease, recover very quickly. This first anxiety phase of the traumatic 
neuroses is a psychosomatic entity. It is most likely that in such a state 
a dissociation occurs between the cortical activity and the subcortical 
emotional and vegetative regulative functions. We have a state of 
diaschisis. This would explain many of the symptoms of the acute war 
neuroses, the hyper- or hypo-excitability, the lack of emotional control, 
the inability to select stimuli, but to respond totally to every little 
stimulus, which is in no relationship to the total response directed 
toward it. It also explains a dissociation of the vegetative control and 
the heightened tendency of the individual to convert emotional mani- 
festations into a vegetative function. 

We also emphasized that the traumatic war neuroses not only pro- 
foundly disturb the mental integration of the individual, but also his 
physiological function, and we have to look upon emotion which 
provokes a disturbance not only as a psychic mechanism, but also as 
a somatic one. In this sense the older idea that the shock does some- 
thing to the organism which is more than mental is essentially correct. 
If we assume that fear is the basic mechanism in all traumatic war 
neuroses, we have to realize that fear is one of the most potent physio- 
logical disorganizers known, which furthermore tend to get conditioned. 

After the first phase of the traumatic war neuroses many of the 
patients who do not recover enter into the second phase of the anxiety 
state, in which the constitutional disposition of the person plays quite 
a role. In the second phase, the acute anxiety and somatic manifesta- 
tions are fused with old infantile fear and anxiety structures. The treat- 
ment, in our opinion, has to interpose itself between these two layers, 
and to prevent an amalgamation of these two phases of anxiety. We 
see that in individuals in whom infantile fear is not very marked, and in 
whom the neurosis is strongly externalized, the treatment succeeds 
rather quickly, whereas in others, deep-rooted fear mechanisms become 
activated, and in many instances the treatment becomes difficult. 

In the treatment of the traumatic war neuroses many different 
methods were used. The treatment could be subdivided into supportive, 
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suggestive, hypnotic and into analytical forms. In addition, in the last 
war and in this war, group treatments were used. It is obvious that in 
the hands of skilled persons, each of these treatments yields results. 
We personally preferred, in the acute cases, the treatment which could 
be called narcosuggestive or narcocathartic. 

We believe that sedation plays a great role in preventing the de- 
velopment of more serious states of war neuroses, if it is properly ap- 


plied in the acute state. 

We especially preferred to conduct the psychotherapeutic pro- 
cedure in connection with the sedation because it facilitated the psy- 
chotherapy. It was much easier to suggest to a relaxed and sedated 
individual that many of his fears and vegetative dysfunctions would 
disappear. We applied this narcosuggestive treatment in the following 
manner. The patient had an initial interview, during which all the 
material was gathered concerning the war experience. His previous 
attitudes, his general emotional organization, his physical and mental 
make-up, were sized up. He was then reassured that his symptoms, as, 
for instance, insomnia, jitteriness, anorexia, would be quickly relieved. 
Incidentally, this reassurance was reinforced quite strongly by other 
successfully treated patients. 

After the initial interview, a sodium amytal interview was con- 
ducted. In this instance we injected 3 to 5 cc. sodium amytal intra- 
venously. The injection should be given slowly. The amount depends 
on the patient’s reaction. The optimum dose of sodium amytal pro- 
duces a state of relaxation, the patient is somewhat drowsy, he says he 
feels as relaxed as though he were about to sleep. In some patients 
actual “twilight sleep” can be produced. The drug should not be given 
in sleep-producing amounts. When the patient is relaxed and at ease, 
we ask him about his traumatic experiences, and after a while we let 
him talk freely. This interview is partly a spontaneous and partly a 
directed one. If the material uncovered during this interview indicates 
that the conscious traumatic experience of the patient is about the 
same as was obtained in the initial interview, he is marked for sug- 
gestive treatment. In the same way, if the patient expresses a wish to 
forget his experiences, and does not ruminate on his traumatic memory 
material, he is again a candidate for a suggestive treatment. If, how- 
ever, the patient in the sodium amytal interview produces a large 
amount of material which was not reported at the initial interview, or 
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if the patient is preoccupied to regain repressed material, he will do 
best if a narcocathartic treatment is given. If narcosuggestion is used, 
it is pointed out to the patient that he is now relaxed, quiet, that the 
action of his heart is normal, that he doesn’t perspire, and that the 
doctor is capable of stopping his overirritation. He also receives short 
and pointed explanations about the genesis of his symptoms, and he is 
reassured about his anxiety conflicts. Such a treatment can be carried 
out in a few minutes in connection with the injections of sodium 
amytal. At the end of this treatment it is suggested that the patient 
should sleep. Such a treatment is carried out about three to four times 
a week. If necessary, it can be given more often. 

In the narcocathartic form of treatment, after injection of the sodium 
amytal, the patient is asked to tell his experiences. He generally will 
start off with some conscious war experience, and then he will continue 
to talk about other repressed material. Free association is used, but not 
entirely freely. If the patient should bring in material which is felt to 
have no connection with his sickness, he is pressed back to the war 
experience. With this type of treatment in the acute cases of war neu- 
roses, it is not very essential to follow the indicated clue back into 
childhood experiences. In the more chronic cases of war neuroses, where 
a more analytical procedure is followed, this will be necessary. 

The narcocathartic treatment session lasts at least half an hour. At 
the end of it, the same suggestions should again be given as in the narco- 
suggestive treatment. This form of treatment should be given about 
three times a week. The gathered material should be explained to the 
patient. This can be given in a non-sedated state. 

The narcocathartic type of treatment brings us to a theoretical con- 
sideration. In most of the text-books on war neuroses, it is mentioned 
that the conflict between duty and self-preservation is productive of 
anxiety. It is also mentioned that if the patient produces the repressed 
material in connection with the traumatic experience, his symptoms 
will cease. We have no objection to the first explanation, even though 
we feel that self-preservation alone could produce anxiety states with- 
out a conflict concerning duty. In acute anxiety states of civilians who 
were in a panic, the sense of duty didn’t even enter into the picture. 

The second contention, that the treatment has to concentrate on 
releasing repressed material, is a too generalized assumption. A large 
number of our patients were fully conscious of what they went through. 
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That a considerable layer of the experiences are conscious is probably 
the reason why many cases of war neuroses respond quickly to therapy, 
in contrast with the ordinary peacetime neuroses. 

In another group of patients, however, the production of the re- 
pressed material, the emotional abreaction, undeniably facilitated the 
cure. In many instances, patients who wanted to forget the traumatic 
experience, who didn’t even want to dwell on it, who merely wanted 
a relief from the overaction of the nervous system, fared best, while 
patients in whom repressed material had to be brought back did not 
do so well. I presume that most of the chronic cases belong to this 
second group, while the first group, which were simple anxiety or 
fatigue states, are largely overcome by themselves. Patients who rumi- 
nate in a retrograde way about traumatic experiences belong to the 
group which wanted to forget. Patients who worry a great deal as to 
what would happen to them if they go back belong mainly in the 
group which wanted to know everything, to what dangers they were 
exposed, what they went through; these broodings often reinforced 
some of their traumatic fears. 

We believe that the quieting of the vegetative nervous system, the 
possibility of diminishing the emotional push which is behind the anxiety 
state, is largely responsible for the effectiveness of the amytal treatment. 

Another important factor in this treatment is the fact that the pa- 
tient actually experiences on his own body the promises of the cure 
rather quickly before a conditioning sets in, and before he despairs of 
being able to overcome his anxieties. The treatment can be given 
rapidly, and a fairly large number of patients can be treated simultane- 
ously. With hypnosis very similar results can be obtained, but the more 
intractable type of patients do not respond to it. 

Another advantage of this treatment is that it can be used even in 
those cases in which confusion, amnesia and hysterical paralysis coexist. 
These patients generally do not benefit by supportive treatment alone, 
or by group treatment. They expect that something physical will be 
done to them. They do not consider the physician who simply talks 
to them as a therapist. 

The psychosomatic treatment of the traumatic war neuroses is prob- 
ably the most effective one in our experience, and I think it should be 
used widely and almost immediately after the patient is admitted to a 
hospital. That means that the cases should be treated close to the place 





BULLETIN 



































Figure 1 


Before sound film: Simple questions asked 
II. During sound film: Sound film of torpedoing shown 
III. After sound film: Simple questions repeated 
B. Beginning of record 
BF. Beginning of sound film 
KE. End of record 
EF. End of sound film 
RP. Recovery point after the showing of sound film 
The RP. is the point at which the individual returns to the 
approximate level of electrical resistance with which he began 
at BF. 
This record indicates a quick “emotional” recovery of the 
patient after seeing the sound film. The distance between EF. 
and RP. took about 50 seconds. 


where the war neurosis developed, and that the treatment should not 
be postponed a few weeks or months until the patient is brought back 
home, because during the elapsed time the best therapeutic opportunities 
are missed and the anxiety mechanisms become conditioned. 

We believe that with these comparatively simple methods of treat- 
ment, if applied quickly and skillfully, about 75 per cent of the patients 
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could be restored to normal mental health. 

In practically all cases of war neuroses emotional tension can be 
detected. This tension is a forerunner or a concomitant of anxiety. It 
is obvious that this tension is expressed differently by various individuals. 
The premorbid, emotional organization of the patient, pathoplastically 
influences the overt expression of nervous tension. The feeling of ten- 
sion is the first symptom which occurs in all types of war neuroses, 
and it is practically the last symptom which disappears. The “jittery” 
feeling is present in the slowly developing fatigue state as well as in the 
acute “terror” or “shock” cases. In the latter it is often covered by the 
more dramatic and conspicuous symptoms of agitation, amnesia, or hys- 
terical manifestations. When these symptoms disappear the patients 
still complain about being tense, jumpy, highstrung. 

We do not want to discuss at present the relationship between ten- 
sion and anxiety. In our opinion they are intimately related. ‘The tension 
is the expression of a sustained overalertness of the nervous system, 
most likely originally devised to deal with self-preservation. Due to the 
intimate relationship between emotional tension and vegetative nervous 
system function, repeated attempts were made to register emotion in- 
directly at its somatic end. The registration of the heart beat, blood 
pressure, pulse rate and respiration were all tried in connection with 
different emotional states. It is also known for a long time that the 
electrical resistance of a person changes under emotional stress, and that 
it is possible to register the fluctuation of this resistance. The so-called 
“lie-detector” techniques are based on this principle. 

Utilizing this basic idea, we developed a technique to demonstrate 
the emotional tension in patients suffering from war neuroses. We found 
the psychogalvanic registration simpler and more reliable than the reg- 
istration of the blood pressure, which in many cases shows an increase 
of the systolic readings, but it fluctuates quite markedly in the same 
patient, and for that reason is quite unreliable. 

The galvanometric instrument used is a two-stage direct current 
amplifying system, connected with an Esterline-Angus Ink Recording 
Milliammeter. The electric circuit was developed by Fordham Uni- 
versity and was used extensively in experimental and criminological 
work. We also used it on psychotic patients. In all this work I had 
the collaboration of Drs. Kubis and Rouke of the Department of Psy- 
chology, Fordham University. The patients examined were all from the 
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This is the record of a patient with an active traumatic 
neurosis. There is a sustained emotional tension. No RP. 
Record discontinued after 41/, minutes. 


Merchant Marine Rest Center, Gladstone, N. J., suffering from acute or 
subacute states of “war nerves.” No chronic cases were tested. Besides 
the patients suffering from war neuroses we used as controls about the 
same number of patients who had no war neuroses; furthermore, nurses, 
Red Cross ambulance drivers, and stenographers. 

The experiments were carried out in the following manner. Elec- 
trodes fitting the palm of each hand were fastened on the patient and 
connected with the instrument. During the whole examination a run- 
ning psychogalvanic record was kept. After applying the electrodes a 
number of questions were asked, which were generally insignificant 
and did not directly allude to a traumatic war experience. The patient 
was asked to tell his name, age, and how he felt. During this question- 
ing the initial tension level was ascertained, which is naturally different 
in various individuals. Some patients are apprehensive, not knowing 
the procedure, and show an increased emotional tension. It was found 
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Figure 3 


Recovered patient. Distance between EF. and RP. repre- 
sents a time interval of 1 minute. 


that the persons who had no traumatic war experience responded ac- 
cording to their nervous constitution. Some of them showed an im- 
mediate apprehension and an increased deflection in the galvanometer. 
Others remained calm and the deflection of the galvanometer was not 
marked, When the original tension level was ascertained, a sound film 
was shown for a few minutes. This film shows a tanker moving peace- 
fully, and- depicts every-day activities on board. Then suddenly the 
ship is torpedoed and sinking. People are hurt, some are jumping over- 
board to try to save themselves. The picture is quite realistic and is 
accompanied with impressive sound effects. Several minutes after show- 
ing this picture the same initially asked questions are repeated. As you 
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Figure 4 


Recovered patient. Distance between EF. and RP rep- 
resents a time interval of 1 minute. 


readily see in the graphs, most persons show an increased emotional 
tension when the torpedoing occurs. The deflection of the curve up- 
ward from the original line is clearly visible. The height of this deflec- 
tion, however, is not so important. Generally speaking, war neuroses 
cases show a more marked jumping upward, but occasionally the same 
condition prevails in impressionable non-war cases. A very significant 
finding, however, is the duration of the tension state. In an emotionally 
well-balanced individual, after being shown the picture, the tension 
quickly dies down. In about 114 minutes the galvanometer deflection 
moves downward and reaches the original starting level. In some bor- 
derline cases the reaction doesn’t return to norm before two minutes. 
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Figure 5 


Improved patient. Residuals of neurosis present. Distance 
between EF. and RP. represents a time interval of 21% 
minutes (normal 11/4, minutes). 


If after two minutes the needle of the galvanometer still does not drop 
down, a protracted tension state is present. In some instances we had 
to wait several minutes until the reaction died down. In several severe 


cases of war neuroses the needle stayed up so long that by the conclu- 
sion of the experiment, still no relaxation of the tension occurred. In 
our experience non-war cases, including neurotic individuals, always 
came down in about two minutes. Apparently the moving picture 
does not involve them emotionally too much. Only some tension occurs, 
but it rapidly diminishes and the original emotional balance is restored. 
It is quite different, however, with cases suffering from war neuroses. 
In these cases a protracted tension state is invariably demonstrable. In 
most instances the galvanometric record runs parallel with the clinical 
observation. The person is obviously tense, jittery, at times shows 
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Unimproved patient. Tension sustained after EF. No RP. 


tremor, and readily admits a subjective feeling of tension or anxiety. 
In a number of instances, however, the psychogalvanometric recording 
is superior to the clinical observation or subjective statement of the 
patient. We had cases of war neuroses where the patient appeared to 
be clinically well and was ready to resume his duties. The psycho- 
galvanometer, however, still indicated the presence of apprehension. 
In some instances a relapse occurred in these patients. 

It was noticed by a number of investigators that patients suffering 
from gross hysterical manifestations as, for instance, hysterical paralysis 
or deafness, did not display much anxiety; on the contrary, they ap- 
peared to be rather happy and content. The emotional tension is clearly 
demonstrable in these patients with the psychogalvanometer. 

In some patients who suffered from gastric ulcer which developed 
as a result of war experience, no overt anxiety is demonstrable. They 
disclaimed that they were anxious or apprehensive. Our psychogalvano- 
metric records, however, clearly show a marked apprehension in these 
patients. We think, therefore, that the psychogalvanometric recording 
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Figure 7 


Before treatment session with sodium amytal and psycho- 
therapy. Distance between EF. and RP. represents a time 
interval of 2 minutes and 20 seconds. 

After treatment session. Distance between EF. and RP. 
represents a time interval of one minute and 50 seconds. 


gives quite a good objective evidence as to whether or not apprehension 
is present. 

Seemingly in persons who developed a traumatic war neurosis the 
showing of a picture which depicts situations to which they were ex- 
posed mobilizes a great deal of associative material, which produces 
apprehension, anxiety and its vegetative concomitants. In individuals 
who did not have such an experience the picture is meaningless and 
does not produce an emotional upheaval. We believed in the beginning 
that the persons who were exposed to this picture would not respond 
in the same way when they saw it again the second or third time. Ap- 
parently no emotional adaptation occurred. The persons who remained 
jittery and apprehensive responded over and over again in a similar 
way as when they first saw the picture. Only when they felt relaxed 
and the clinical symptoms of the neurosis disappeared, did they show a 
normal form of response. It is naturally possible that if a person is 
exposed to the same stimulus very often, he will not respond to it be- 
cause a conditioning takes place. In such an instance, not the identical 
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Figure 8 


I. BT. Before treatment session with sodium amytal and psychotherapy. Dis- 
tance between EF. and RP. represents a time interval of 4 minutes. 

II. AT. After treatment session. Distance between EF. and RP. represents a 
time interval of 30 seconds. 


but similar pictures should be shown. 

In quite a large number of patients suffering from traumatic war 
neuroses we took a record when they were admitted to the Rest Home. 
Later on we took it again when the treatment progressed after a while, 
and finally, a retake was made before discharge. Those patients who 
showed a good recovery clinically, invariably demonstrated a psycho- 
galvanic response which returned to normal, or, at least, the record 
became borderline. We believe, therefore, that the recovery of the 
patient could be measured with this test, and the state of his emotional 
relaxation objectively recorded. How far this test can be used for a 
long-run prognostication in the traumatic war neuroses we do not 
know. We had two patients who showed a good clinical recovery 
and a normal psychogalvanic record, who some time after discharge 
relapsed. It is possible that when the patient is again exposed to some 
experience which reactivates the fear mechanism suddenly, the full pic- 
ture of the neurosis can be reactivated in a short time. This so-called 
associative reactivation is an interesting phenomenon, and was discussed 
by many authors. In the majority of our patients, however, we had the 
impression that after they recovered they remained well. We naturally 
do not know whether or not they were ever exposed to a similar war 


experience. 
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The psychogalvanic test can be also utilized for therapeutic investi- 
gations. We used it to demonstrate the influence of narcosuggestion 
and narcoanalysis. It naturally can be used to test the efficacy of any 
other method of treatment. One of our graphs shows that under the 
influence of sodium amytal and suggestion, the patient who for a short 
time before showed a marked tension became nearly normal in his 
psychogalvanic reaction while under treatment. Correspondingly, he 
also showed a clinical improvement. We believe that this method ob- 
jectively demonstrates how the drug or psychotherapeutic procedures 
relax the anxiety, and naturally also eliminate the vegetative nervous 
system reverberations of the emotional tension. We believe it also shows 
clearly how important the sedation is in the war neuroses. The amount 
of sodium amytal in these cases naturally is only a sedative dose, or one 
which produces relaxation and a twilight state, but not a dose which 
produces sleep. If a high dose of sodium amytal, which leads to sleep, 
is given, it is natural that no psychogalvanic response will occur. In 
some patients some prognostication is possible as to the length of dura- 
tion of treatment. If following a session with sodium amytal and psy- 
chotherapy a patient remains free from tension for several hours, the 
prognosis for quick recovery is rather good. In the more intractable 
cases of war neuroses, even though a relaxation occurred during the 
treatment, the old apprehension is back after a short time. 

The psychogalvanometric assay of the patient can be given quickly. 
The test can be completed in a few minutes, which we believe is of an 
advantage. From a theoretical point of view we are impressed by the 
fact that a basic uniform deviation seems to be present in all the war 
cases, regardless of their clinical symptomatology, which would indicate 
that the apprehension and tension and its vegetative manifestations are 
the common denominators in all the war neuroses, and the other rather 
complicated clinical pictures are only secondary elaborations on this 
basic psychosomatic alteration. 
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PROGRESS IN SULFONAMIDE 
PROPHYLAXIS OF ACUTE 
INFECTIOUS DISEASES* 


WueEELan D. SuTLirr 


Assistant Director, Bureau of Laboratories, New York City Health Department 


@seseseseseSeUu1 FONAMIDE drugs are reported to be effective in the pre- 
vention of some of the infectious diseases caused by sul- 
S fonamide susceptible microérganisms. Many of the re- 
ports state that extensive studies are necessary to deter- 
f mine the effectiveness and hazards of such prophylactic 
treatment before the precedure can become a regular part of public 
health practice. I hope that this need for assembling the largest possible 
experience will justify in some measure the reporting of results en- 
tirely based on the work of others. Your indulgence is requested to 
present a review which is only a reflection of the specific data and 
opinions of the many physicians who made the observations. I am 
greatly indebted to all those whose publications are reviewed. 

Studies were found that showed the extent of the collective ex- 
perience with sulfonamide drug prevention of rheumatic fever recur- 
rences, scarlet fever, upper respiratory infections, gonorrhea, chancroid, 
meningococcus meningitis and bacillary dysentery. 

The prevention of bacterial complications by treatment during the 
course of infections such as scarlet fever, measles, pertussis, otitis media 
and upper respiratory infections was not included in this group. 

Rheumatic fever recurrences—The prevention of rheumatic fever 
recurrences has been studied more thoroughly than any other prophy- 
lactic use of sulfonamide drugs. Eight studies** were reviewed of which 
four were well controlled and sufficiently large to give reliable results. 
In four comparatively large studies six recurrences of rheumatic fever 
occurred in 306 patients treated for one season each and seventy recur- 
rences occurred in 341 control patients observed for one season each. 
The rate of recurrences was eleven times as great in the controls as in 





* Read December 21, 1943 before the Section of Medicine of The New York Academy of Medicine. 
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the treated cases, and it is therefore apparent that a substantial degree 
of prevention was conferred by treatment. 

The precautions observed in the selection of patients and the com- 
pleteness of the observations were sufficient to make the results signi- 
ficant. Only patients who showed no signs of active infection were 
treated because the administration of sulfanilamide has been found to 
be without therapeutic effect and possibly harmful in acute attacks of 
rheumatic fever. The treated groups and control groups were general- 
ly similar in age distribution, duration of rheumatic state, severity of 
rheumatic fever attacks and cardiac involvement in all four studies 
and therefore similar in their tendency to recurrence of active infection. 
Cases that stopped taking sulfanilamide were placed in the control 
group in one of the studies, and recurrences occured in such cases with 
the same frequency as in those who had never had the drug. 

Sulfanilamide was administered daily in all the studies throughout 
the winter and spring months, and in some cases throughout the year 
for from one season to four years in the same patients. The dosage 
varied from 0.6 gram per day to 3 grams per day. Blood level deter- 
minations indicated that a fairly constant concentration of the drug 
was maintained by doses at twelve hourly intervals and a level of 1-2 
mg. per cent was sought. Difficulties in administration with the excep- 
tion of toxic reactions were confined to those inherent in conscientious 
observance of any schedule of continuous medication. 

Progressive changes in cardiac involvement particularly the size of 
the heart were followed throughout the period of observation by 
Hansen, Platou and Dwan.° Increase in size of the heart was more fre- 
quent in the controls and decrease in size was more frequent in the 
treated cases. More data on this point are needed. 

The regular occurrence of hemolytic streptococci of the same type 
in the throats of patients during the upper respiratory infections pre- 
ceding rheumatic fever recurrences was clearly demonstrated by Kutt- 
ner and Reyersbach.’ The cases were treated in a home for rhew satic 
fever patients and opportunities for acquiring fresh hemolytic strepto- 
coccal infection were confined almost entirely to other patients and 
staff. Type 15 (Lancefield) streptococci were found in all cases suffer- 
ing from active rheumatic infection in the first year of the study and 
type 36 (Lancefield) in the second year. In the control series a major- 
ity of patients that carried the predominant strain in the epidemic had 
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upper respiratory infections and recurrences. In the treated series a sub- 
stantial number of patients yielded cultures of strains predominating in 
the epidemic but nearly all escaped both upper respiratory infections 
and rheumatic recurrences. The results of cultures indicated that sul- 
fanilamide may have some effect in preventing the acquisition of strep- 
tococci or possibly some effect on the length of time that acquired 
streptococci are retained, but this was not clear. It is evident that sul- 
fanilamide does prevent streptococcal upper respiratory infections as 
well as the symptoms of active rheumatic infections in patients who do 
acquire the strains that predominate in an epidemic. 

Scarlet fever: Two reports,” *® of scarlet fever prevention were re- 
viewed, one a large scale controlled study of an epidemic’ which will 
be described and an uncontrolled study of a relatively small number of 
persons in contact with scarlet fever cases.° The first mentioned report 
by Watson, Schwentker, Fetherston and Rothbard’ described scarlet 
fever cases as decreasing during treatment in one group of subjects 
while continuing at the same level for three weeks in untreated con- 
trols. The controls were then treated and scarlet fever cases decreased 
rapidly, ceased to appear and remained absent during a period of 17 
days after treatment of both groups ended. 

The subjects of this study by Watson, Schwentker, Fetherston and 
Rothbard were personnel of a naval training station, who slept and 
had their meals together. The total number of persons varied and was 
given as several thousands. The length of stay of individuals also varied 
from four months for some students to transients some of whom stayed 
only one week or less. The period from the first case to the end of ob- 
servation was 103 days. Cases of scarlet fever were recognized at sick 
call. Diagnosis was confirmed by hospital admission. Bacteriological ex- 
aminations of throat cultures from cases and sample groups of treated 
and untreated persons for streptococci showed that type 19 (Lance- 
field) was associated with scarlet fever. The number harboring type 
19 did not change appreciably during the sulfonamide treatment. 

Sulfadiazine was administered in doses of 1 gram per day for 
thirty-two days in the first treated group and for twelve days in the 
second treated group and was discontinued for both groups on the 
same day. No serious toxic effects occurred. Only three skin rashes 
caused by the drug were reported. 

The opinion of the authors was unequivocal that further progress 
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of the epidemic of scarlet fever was prevented by the use of sulfa- 


diazine. 

Upper respiratory infections: Only one study primarily concerned 
with the prophylaxis of upper respiratory infections was found but 
two other studies contained some data on upper respiratory infections. 
There is no reason to believe that any of the great majority of upper 
respiratory infections which are caused by filterable viruses may be 
prevented by sulfonamide therapy, and these studies were therefore 
directed to the prevention of upper respiratory infections of types 
usually caused by hemolytic streptococci. 

Garson" administered 2.75 grams of sulfanilamide in lozenges in 
fourteen days to new recruits in a military camp. Two per cent of the 
treated soldiers as compared with 10 per cent of the untreated had 
tonsillitis. Other upper respiratory infections were influenced only 
slightly. 

In the rheumatic fever study of Kuttner et al’ upper respiratory in- 
fections in which the type of streptococcus predominating in the epi- 
demic was isolated almost disappeared in the treated cases while re- 
maining about the expected rate in the untreated. 

During the study of the prophylaxis of scarlet fever by Watson, 
Schwentker, Fetherston and Rothbard” mentioned above the average 
daily number of sick calls with respiratory complaints was reduced 
to about one half the previous number during periods of treatment 
while other complaints were not affected. 

All three studies show that the prevention of upper respiratory in- 
fections when a substantial proportion are caused by streptococcus 
merits special study. 

Gonorrhea: The prompt disappearance of gonococci from the 
urethra of patients treated with sulfathiazole has suggested that small 
doses at the time of exposure to infection would have prophylactic 
effect. Four reports’? *'** were found of sulfathiazole used for 
gonorrhea prophylaxis two of which were controlled. All were appar- 
ently successful and all were provisional in that further work was con- 
templated. The two controlled studies were carried out by the medical 
staffs of Negro troops in camps in the U.S.A. In one, by Loveless and 
Denton,"* 3 doses of 2 grams each of sulfathiazole were given, one before 
and two after leave to an average population of 1,400 troops during 
five months with a resulting decrease in the gonorrhea cases to a rate 
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of eight cases of gonorrhea per thousand per year, compared with a 
rate or 171 per thousand per year in 4,000 untreated troops in the same 
camp in the same period. In the second controlled study by Arthur 
and Dermon” the administration of 6 grams of sulfathiazole in three 
doses the day after 199 exposures entirely prevented the occurrence of 
acute urethritis as compared with 384 exposures without treatment in 
the same camp, in the same period which were followed by an attack 
rate of 39 cases of gonorrhea per thousand exposures. Only a few cases 
of nausea and 2 cases of mild gastric upsets attributed to toxic effects 
of sulfathiazole were noted. 

Chancroid: Chancroid is also readily cured with sulfathiazole and 
the prophylactic effect was studied in the same two controlled studies 
of gonorrhea prophylaxis. A rate of six cases of chancroid per thousand 
per year in the treated group as compared with 52 per thousand per 
year among the controls was found in the first study and rates of 
5 per thousand exposures in the treated troops as compared with 47 
per thousand exposures were found in the second study. During both 
studies the rates for syphilis were relatively unaffected in treated cases 
as compared with controls. In one study primary lesions did not occur 
among the treated persons and it was suggested that sulfathiazole may 
inhibit the tissue reaction without preventing infection. 

Meningococcus meningitis and the meningococcus carrier state: The 
number of deaths from meningococcus meningitis is relatively small 
during this epidemic period as compared with other epidemic periods 
because of the effectiveness of sulfonamide treatment of cases. The pro- 
gress of the epidemic has not been influenced by treatment, however, 
and prevention through sulfonamide prophylaxis has been extensively 
studied with the object of halting the epidemic. Ten reports'** have 
been made, most of them when only sulfanilamide was available. Sul- 
fanilamide was apparently effective in the cure of carriers but less ef- 
fective than newer drugs. Four recent studies using sulfapyridine or sul- 
fadiazine were comparatively large in scale and controlled. The carriers 
were almost completely eliminated in these four studies. There was a 
tendency for the reappearance of higher carrier rates after three weeks 
in one study and after longer periods in others, which was least marked 
in the groups that were best isolated. 

Only one of the studies, that of Kuhns et al,** included controlled 
observations of the incidence of meningococcus meningitis. Two cases 
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of meningitis occurred among 15,000 treated persons and 40 cases 
among 18,000 controls. The increased incidence of meningitis cases 
began later in the control groups and subsided as rapidly in one of the 
control groups as in the corresponding treated group. Since the dif- 
ference in the number of cases in control and treated groups may have 
been due to fluctuations in the epidemic independent of treatment it 
does not offer a sound basis for evaluating the degree of control of the 
disease. 

The subjects were soldiers in relatively permanent encampments 
in three of the controlled studies and were not described in the other. 
The groups were not closed to contact with other groups and therefore 
had opportunities to acquire meningococcic infection after treatment. 
Such opportunities were at a minimum in the largest study because it 
included several camps and all the persons in certain camps were treated. 
Both the treated and control groups in each study contained unusually 
large percentages of persons who were carriers of meningococci and 
were generally similar in other respects. Type 1 meningococci were re- 
sponsible for nearly all cases of disease and type 1 carriers were consid- 
ered separately in three of the studies. Temporary interference with 
meningococcus growth by sulfonamide drug in the specimen was 
avoided by taking cultures after drug administration was stopped and 
by the addition of para-amino benzoic acid to media. 

Sulfadiazine was used in 3 of the larger studies and sulfapyridine 
was used in one.*° Only 4 to 9 grams per person given in two or three 
days were required for satisfactory control of meningococcus carriers, 
and the results were as good with the smallest amount as they were with 
the largest. Toxic reactions were correspondingly slight. Toxicity was 
not discussed in two of the studies. Toxic reactions to sulfadiazine were 
not noted in one study by Cheever, Breese and Upham.” In the other, 
by Kuhns et al,” of 8,000 treated soldiers given 9 grams of sulfadiazine 
in two days, 10 per cent had subjective complaints and 2 soldiers had 
skin rashes while among 7,000 soldiers given 4 grams of sulfadiazine 
in two days the reactions were said to be very few in number. 

Bacillary dysentery: Sulfonamide treatment of bacillary dysentery 
cases reduces the incidence and the duration of the subsequent carrier 
state for certain strains of the microérganisms. Two studies were found 
among the ten**** that were reviewed that reported the treatment of 
cases and carriers in a closed population and compared the results with 
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Taste I 


CONTROLLED STUDIES OF SULFONAMIDE PROPHYLAXIS OF 
ACUTE INFECTIONS THRU NOVEMBER 1943 








Diseases. Number of Studies. | Number of Subjects | Results: Number or | Control 
Units used in reporting infec- | Rate of Infections 
tions. 





aes Gee fe 
Treated | Controls | Treated | Controls | Treated 


ome = — as 
Rheumatic Fever Recurrences. 


4 Studies. Season-Cases. 306 341 | 6 (2%) | 70(20.5%) 


Searlet Fever. 1 Study. | Not given| 9 86 


Upper Respiratory Infections. | 
3 Studies. (a) Tonsillitis. (b) | (a) 322 452 | 6 (2%) | 45 (10%) 
Strep. pharyngitis Season - | (b) 108 104 | 2 (2%) | 48(46%) 
Cases. (c) Average daily re- | (c) Not given | 29 61 
spiratory sick calls, 
Gonorrhea. 2 Studies. (a) In- | 


fections per M per annum. (b) | (a) 1,400 
Infections per M exposures. (b) 199 





Chancroid, 2 Studies. (a) In- 
fections per M per annum. (b) | (a) 1,400 
Infections per M exposures. (b) 199 








Meningococcus Meningitis. 1 
Study. 
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CONTROLLED STUDIES OF SULFONAMIDE TREATMENT OF 
CARRIERS THRU NOVEMBER 1943 








, f J mee Carriers: Percent of Persons Cultured 
Microérganisms. Number of Subjects — 
and proportion cultured. Treated Control 
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Meningococcus. 4 Studies. (a) Treated 
1 battalion; control 1 battalion. 
Samples cultured. 

(2) Treated 15,000; controls 18,800. 
Samples cultured for 8 weeks. 

(c) Treated 200; controls 200. All cul- 
tured. 

(d) Treated 203; controls 186. All cul- 
tured. 


Dysentery Bacilli. 2 Studies. Treated 
101; controls 67. All cultured through 
10 days after treatment; 4 recurrences 
after 10 days in one study. 
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those in untreated controls. Hardy, Watt, Peterson, and Schlosser;*° and’ 
Opper and Hale* obtained almost complete elimination of dysentery 
bacilli from the stools of carriers in mental hospitals with widely dif- 
ferent amounts of sulfaguanidine. The first workers gave 15 grams 
daily for from four to ten days, and the second workers gave only 4 
grams daily for seven days. Only Flexner and Newcastle types of 
dysentery bacilli were found in these controlled series. Controls were 
alternate carriers and cases in the first report and were persons observed 
in a previous year in the second report. Precautions were taken to 
ensure that negative cultures were not temporary findings due to sulfa- 
guanidine in the specimens by repeated culturing one to two weeks 
after the end of treatment in the first and repeated cultures for from 44 
to 121 days in the second study. Four recurrences after 15, 16, 27 and 
54 days were found in the second study which were permanently 
cured by another course of treatment. No mention was made of drug 
toxicity. 

A summary of the numerical data on the prevention of infections 
is given in Table I. Four rheumatic fever studies showed the number 
of recurrences 11 times as frequent per season-case as in the treated 
group. One scarlet fever study showed 86 cases before treatment and 
nine cases after treatment. Each of three studies of upper respiratory 
infections were expressed in different units. In the first, tonsillitis was 
five times as frequent among controls as among treated persons given 
sulfanilamide. In the second, hemolytic streptococcal pharyngitis was 
23 times as frequent in control rheumatic fever patients as among 
treated patients given sulfanilamide. In the third study the average 
daily number of sick calls for respiratory complaints was twice as great 
before treatment as they were during a period when sulfadiazine was 
given daily for the prophylaxis of scarlet fever. Gonorrhea was twen- 
ty-one times as frequent in the controls as in treated persons in one 
study and at least thiry-nine times as frequent in another. Chancroid 
Was nine times as frequent in the controls as among the treated persons 
in one study and 10 times as frequent in another. Meningococcus men- 
ingitis in one study was twenty times as frequent among controls as 


among those receiving prophylactic treatment. 

A similar summary of data from controlled studies of the treatment 
of the meningococcus and dysentery carrier states is given in Table II. 
Four studies of groups with meningococcus carrier rates of 23, 36, 68, 
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and 79 per cent showed almost complete elimination of carriers. Two 
studies of dysentery bacillus carriers and cases also showed almost 
complete elimination of carriers. 

One may well ask about the application of prophylactic procedures 
such as these in civilian public health practice. The answer to this ques- 
tion is that not enough is yet known about the dangers of toxic reac- 
tions and the danger of increasing the resistance of micro6rganisms to 
sulfonamide drugs when administered to large numbers of normal per- 
sons to permit large-scale routine application. The selection of groups 
to undergo prophylactic treatment cannot be made without definite 
information as to the relative degrees of risk from disease and from 
treatment. The existence of such hazards has been demonstrated but 
they have not been fully considered in most of the reports. 

The most complete information as to toxic effects has been reported 
in rheumatic fever studies, and of these Kuttner’ working in an institu- 
tion had unusual opportunities for observation of the cases and gave 
the most complete description of reactions. During two seasons, 108 
season-cases were treated and fifteen persons had symptoms attributed 
to the toxic action of continuous sulfanilamide treatment. Seven patients 
had fever, five had skin manifestations and three had leukopenia. All 
these reactions developed between the fifth day and the thirty-first day 
of treatment. Although the reactions were not serious treatment was 
discontinued in all fifteen patients. Such results have not been exactly 
duplicated, in other rheumatic fever studies. Stowell and Button* found 
a higher incidence of toxic reactions and described one fatal case of 
agranulocytosis, possibly due to sulfonamide treatment. Thomas, France 
and Reichsman* on the other hand saw few toxic reactions most of 
which were mild and were able to continue the treatment. Continuous 
treatment with sulfanilamide using suitable precautions has not been 
found to lead to undue hazards by the majority of workers. 

Kuttner and Reyersbach’ carried their observance farther to learn 
whether cases having toxic reactions continued to be sensitive to sul- 
fanilamide. Treatment was cautiously started again in nine patients 
who had toxic reactions. Seven of these nine patients had recurrences 
of toxic symptoms. Subsequent sulfonamide therapy may therefore be 
dangerous for the susceptible individuals. The appearance of toxic symp- 
toms after continuous treatment for from five to thirty-one days sug- 
gests to me and similar experiences have suggested to other physicians 
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that the patients become susceptible to such reactions as a result of con- 
tinuous treatment. Thorough study of this possibility is needed in order 
to complete our knowledge of the toxic effects of prophylactic sul- 
fonamide therapy. It is not necessary to take a pessimistic view of the 
dangers of sulfonamide sensitization because penicillin and possibly 
other chemotherapeutic agents will become available for use in the 
treatment of infections in sensitive individuals. 

The resistance of microérganisms of the pharyngeal flora to the 
bacteriostatic action of sulfadiazine in persons receiving continuous 
medication with small doses of sulfadiazine was studied by Julianelle 
and Siegel. These authors have generously given permission to sum- 
marize reports that are now in press for this review. In their studies 
the administration of sulfadiazine continuously over periods of several 
months led to a striking but temporary decrease in the total incidence 
of non-pathogenic gram negative diplococci in nasopharyngeal cul- 
tures and a decrease in the incidence of certain strains of pneumococci, 
but no change in incidence of relatively resistant microérganisms such 
as staphylococci and diphtheria bacilli. Streptococci were not studied. 

? The total incidence of pneumococci did not vary appreciably but the 
relative incidence of the type strains changed markedly. Tests of gram 
negative diplococci and pneumococci obtained before treatment showed 
most to be readily inhibited by sulfadiazine but strains present after 1 
to 2 months of treatment were able to grow in high concentrations of 
sulfadiazine. Since the pneumococci were mouse virulent and of types 
that are found in pneumonia and did not change in virulence follow- 
ing treatment, the possibility arises that sulfonamide resistant organisms 
of these and other species may be developed during continuous prophy- 
lactic therapy and may result in infections at a later date that are re- 
sistant to treatment with sulfonamide drugs. This possibility must be 
considered in all forms of sulfonamide treatment but particularly in 
connection with the continuous treatment of large numbers of normals 
with sulfonamide drugs. Here again as with susceptibility to toxic re- 
actions the availability of other chemotherapeutic agents tends to mini- 
mize the importance of the hazards. 

When the hazards are well understood sulfonamide prophylaxis 
promises to be a useful method of control for certain acute infections. 

Data on the prevention of rheumatic fever with sulfanilamide are rel- 

atively complete and encourage its use particularly in groups of patients 
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under close supervision. The necessity for facilities for the examination 
of rheumatic fever patients to detect slight degrees of rheumatic ac- 
tivity before the administration of the drug and to ensure continuous 
administration without excessive hazards will limit its general applica- 
tion. Control of scarlet fever epidemics by small doses of sulfonamide 
drug in closed groups is suggested by one study. Prophylaxis of upper 
respiratory infections caused by hemolytic streptococci should be 
studied further. Application of sulfathiazole to the prophylaxis of 
gonorrhea and chancroid depends largely on the professional prob- 
lems involved in making treatment available and encouraging its use. 
In meningitis treatment of closed groups in periods of epidemic pre- 
valence as in the army appears justified because of the striking effects 
on the carrier rates. Further data are needed on the control of the di- 
sease that is to be expected from control of the carrier state. Bacillary 
dysentery prophylaxis with sulfonamide drugs may well be used for 
individual carriers or groups of carriers. 
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